When properly used, EDE is an extension of the physical examination, one performed at a far lower threshold than for radiologic ultrasound. Although sexy and headline grabbing, the number of truly life-saving EDEs is minuscule. The vast majority of EDEs are performed on patients at low risk and for whom the criteria for radiologic ultrasound have not been met, but when the EP nonetheless has a small concern. EPs very often send these patients home without further imaging, knowing full well that, once every several years, they will be making a potentially catastrophic mistake. This causes far more stress for EPs than running resuscitations. The patients we worry most about are the ones we send home. EDE dramatically changes EPs lives by transforming patients at low risk into patients at very low risk by ruling out one bad thing.
This leaves those ''in-between'' scenarios: the patient is stable, but the results of the history and physical examination are very worrisome. If such a clinical scenario mandated imaging before the EDE was done (eg, computed tomography for abdominal pain and hypotension), that radiologic study will still be done. The patient's trip to the imaging suite will be safer, however, because 1 bad potential diagnosis (abdominal aortic aneurysm) will have been eliminated. At the end of the day, EDE has no measurable impact on radiologic workload, precisely because it is so focused and limited.
EDE is following a well-travelled path in Canadian EM. Cardiologists initially found it unthinkable that EPs would use thrombolytics, whereas anesthetists fought bitterly against our use of paralytics for intubation. Both of these techniques are now accepted as core EP skills and offer time-critical care to patients, improves risk-stratification and frees up those specialists to use their skills to best effect and with less disruption. EDE will do the same for radiologists.
Radiologists who want to encourage the use of high standards in EDE will find eager allies in the CEUS, the recognized certifying authority in the EM community. Criteria have been well established for more than a decade by those who expertly use EDE and who have a clear understanding of its limitations and possibilities. CEUS has had an open invitation since its inception to have a radiologist join its advisory board. It is hoped that one of the readers of this article will end this drought. Radiologists are masters of ultrasound, and EPs could benefit from your input. Providing that input within the well-established EM structure would avoid the conflicts that have harmed our relationships in the past. 0846-5371/$ -see front matter Ó 2014 Canadian Association of Radiologists. All rights reserved.
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